Achilles tendinopathy
The juxtaposition of articles on statins and Achilles tendinopathy in the October 2004 JRSM reminded me of a case relevant to the article by Maffulli and colleagues. 1 A young man was referred to me with a raised cholesterol (LDL approximately 7 mmol/L) and a family history of premature coronary heart disease. On history-taking it emerged that the patient had recently developed unilateral tendinitis, for which he had received peritendinous injections of corticosteroids. On examination he had bilateral corneal arcus and Achilles tendon xanthomata. Heterozygous familial hypercholesterolaemia was diagnosed and he was started on a statin. The association between familial hypercholesterolaemia and Achilles tendinitis is well known. 2,3 Treatment of the hypercholesterolaemia will probably lead to resolution of the tendinitis 4 but, more importantly, it may prevent a premature death. I advise looking at the eyes as well as the legs. view of the hypothesis that James VI/I suffered from familial porphyria. Having described the renal findings at the necropsy of James VI/I, Holmes writes 'this finding negates and lays to rest the presumption of Dr Ida Macalpine and her colleagues that James and his mother had acute intermittent porphyria . . . unfortunately this idea has had a life of its own . . . .' Having cited publications opposing the porphyria hypothesis, Holmes concludes 'James did not have porphyria. Nor, for that matter, did any of the Stuarts or Hanoverians'. In the subsequent paragraph, he states 'The clinical description of de Mayerne and the autopsy report of Walton provide a clear description of chronic kidney stone disease'. 3
